INTRODUCTION {#sec1-1}
============

Obsessive-compulsive disorder (OCD) is a heterogeneous condition characterized by a wide range of symptoms that can be distilled down to a smaller number of unique symptom dimensions.\[[@ref1]\] This heterogeneity can reduce our ability to understand not only its genetic and neurobiological basis but also in understanding the natural course and treatment response.\[[@ref1]\] A meta-analysis of 21 studies involving over 5000 subjects showed there are four major symptom dimensions in OCD that include symmetry (symmetry obsessions, repeating, ordering, and counting compulsions), forbidden thoughts (aggression, sexual, religious, and somatic obsessions with checking compulsions), cleaning (contamination fears and washing and cleaning compulsions), and hoarding.\[[@ref2]\] These four symptom dimensions explained a large proportion of the heterogeneity in the clinical symptoms of OCD. Emerging evidence suggest that the symptom dimensions of OCD have unique patterns of comorbidity,\[[@ref3][@ref4]\] heritability,\[[@ref5][@ref6][@ref7]\] neuropsychological profile,\[[@ref8][@ref9]\] neuroanatomical correlates\[[@ref10]\] and possibly a differential course,\[[@ref11][@ref12]\] and treatment response.\[[@ref13][@ref14]\]

There is also growing evidence that OCD symptom dimensions may have unique dysfunctional beliefs.\[[@ref15][@ref16][@ref17]\] The Obsessive-Compulsive Cognitions Working Group developed an instrument to assess beliefs in OCD, the Obsessive Beliefs Questionnaire (OBQ).\[[@ref18]\] Based on this instrument, several studies have examined the beliefs in relation to OCD symptom dimensions. Washing dimension is associated with overestimation of threat\[[@ref15][@ref16][@ref19][@ref20][@ref21][@ref22]\] and inflated responsibility;\[[@ref15][@ref16][@ref20][@ref21][@ref22]\] forbidden thoughts with the over importance and need to control thoughts;\[[@ref21][@ref22][@ref23][@ref24][@ref25][@ref26]\] and symmetry with need for perfectionism and certainty.\[[@ref17][@ref22][@ref24]\] However, findings are not consistent across studies. For example, checking is associated with exaggerated threat perception and inflated responsibility in nonclinical samples,\[[@ref26][@ref27]\] but with the need for perfectionism and certainty in OCD patients.\[[@ref20][@ref25]\] One study did not find any association between checking and any obsession beliefs.\[[@ref21]\] Similarly, washing and forbidden thoughts have not always been associated with threat perception/inflated responsibility\[[@ref25]\] and over importance/need to control thoughts,\[[@ref20]\] respectively.

The reasons for discrepant findings could be related to the method employed to assess symptom dimensions. Most studies have employed instruments that measure only the presence or absence of individual symptoms and not the severity of the dimensions. The only exception is the study by Wheaton *et al*. which employed the Dimensional Obsessive-Compulsive Scale.\[[@ref22]\] In this study, we examined the relationship between obsessive beliefs and symptom dimensions using the Dimensional Yale-Brown Obsessive-Compulsive scale (D-YBOCS).\[[@ref28]\] This scale summarizes complex OCD phenotype into a few consistent and temporally stable symptom dimensions. The D-YBOCS assesses OCD symptoms within seven distinct dimensions that combine thematically related obsessions and compulsions. The instrument allows classifying the same type of ritual/compulsion under different symptom dimensions based on the functionality of the ritual rather than just the form of it.

On the basis of existing literature, we hypothesized that the harm/aggression and sexual/religious dimensions would be associated with "over importance" and "need to control" thoughts, the contamination dimension with "exaggerated threat perception" and "inflated responsibility" and symmetry with the need for "perfectionism and certainty."

MATERIALS AND METHODS {#sec1-2}
=====================

Participants {#sec2-1}
------------

The sample of the present study consisted of 75 English speaking patients with Diagnostic and Statistical Manual of Mental Disorders-Fourth Edition diagnosis of primary OCD.\[[@ref29]\] Patients with OCD were selected from the OCD Clinic, the Behavior Medicine Unit, and the inpatient services of the National Institute of Mental Health and Neurosciences, Bengaluru from April 2010 to January 2011. Among the 98 suitable patients, 23 could not be recruited (10 did not come for the appointment, 8 patients did not meet the severity criterion, 3 patients could not comprehend English, and 2 had comorbid bipolar disorder). All patients had a total score of ≥16 on the Yale-Brown Obsessive-Compulsive Severity Scale (Y-BOCS).\[[@ref30]\] The Ethics Committee of the Institute approved the study and all the patients provided written informed consent to participate in the study.

Assessments {#sec2-2}
-----------

The MINI International Neuropsychiatric Interview was administered to confirm the diagnosis of OCD and other comorbid disorders.\[[@ref31]\] Illness severity was assessed using the Y-BOCS. Symptom dimensions were measured using the D-YBOCS.\[[@ref28]\] These assessments were performed by the first author who was trained in administering the instruments by the senior author (YCJR). The senior author/consultants of the OCD clinic confirmed the diagnosis of OCD after independent clinical examination and review of the information obtained. Subsequently, the patients completed the OBQ-87.\[[@ref18]\]

In the D-YBOCS, obsessions and compulsions are divided into seven different symptom dimensions: Contamination/cleaning, symmetry/ordering/arranging/counting, sexual/religious, aggression, somatic, hoarding/collecting, and miscellaneous obsessions and compulsions. Severity for each dimension is measured on three ordinal scales with six anchor points that focus on symptom frequency (0-5), the amount of distress they cause (0-5) and the degree to which they interfere with functioning (0-5) during the previous week. Global symptom severity is estimated using the above three ordinal scales (0-15). The overall impairment due to symptoms is assessed on a scale of "none" (0 points) to "severe" (15 points). The total global score is obtained by combining the sum of the global symptom severity scores for frequency, distress and interference (0-15) and the overall impairment score (0-15), yielding a maximum total global severity score of 30. A study by Rosario-Campos *et al*. showed high correlations between the self-report and expert rating of severity, suggesting that either version could be used alone.\[[@ref28]\] In our study, we have used the clinician-administered version of the instrument.

The OBQ-87\[[@ref18]\] is an 87 items self-administered questionnaire entailing six belief domains:

(1)Tolerance for uncertainty,(2)Threat estimation,(3)Control of thoughts,(4)Importance of thoughts,(5)Responsibility, and(6)Perfectionism. Each item is rated on a seven-point scale.

Statistical analysis {#sec2-3}
--------------------

We performed linear regression analyses (backward) to identify the predictors of the individual D-YBOCS symptom dimensions. Six individual belief dimensions of OBQ were entered into regression analyses. Comorbid anxiety (social phobia, generalized anxiety disorder, social phobia, and panic disorder) and depressive disorders (major depression and dysthymia) were also entered into the regression analyses to eliminate the confounding effect of these comorbid disorders. We employed a conservative *P* ≤ 0.01 in view of a series of regression analyses.

RESULTS {#sec1-3}
=======

Demographic and clinical characteristics are shown in [Table 1](#T1){ref-type="table"}. As can be seen in [Table 2](#T2){ref-type="table"}, perfectionism predicted aggression dimension and responsibility predicted the sexual/religious dimension. Similarly, perfectionism, threat estimation and social phobia predicted symmetry dimension. The OBQ failed to predict other symptom dimensions.

###### 

Demographic and clinical characteristics of the sample (*n* = 75)

![](IJPsyM-37-403-g001)

###### 

Regression analyses showing OBQ belief domains predicting D-YBOCS symptom dimensions
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DISCUSSION {#sec1-4}
==========

The present study aimed to examine the relation between dysfunctional beliefs and OCD symptom dimensions. Perfectionism predicted both aggressive and symmetry dimensions whereas responsibility beliefs predicted sexual and religious dimensions.

Study findings lend support to the notion that symptom dimensions may have unique dysfunctional beliefs. However, our findings do not fully support the hypothesis generated by us based on the results of previous studies. We had hypothesized that the harm/aggression and the sexual/religious dimensions would be associated with the over importance and need to control thoughts; the contamination dimension with the exaggerated threat perception and inflated responsibility; and the symmetry with the need for perfectionism and certainty.

Exaggerated threat perception\[[@ref15][@ref16][@ref19][@ref20][@ref21][@ref22]\] and inflated responsibility\[[@ref15][@ref16][@ref20][@ref21][@ref22]\] is typically though not always associated with contamination fears and washing/cleaning dimension.\[[@ref25]\] Curiously, in this study, contamination dimension was not predicted by any dysfunctional belief. On the other hand, inflated responsibility predicted sexual/religious dimension, a finding not consistent with the findings of previous studies, which found an association with over importance and need to control thoughts.\[[@ref21][@ref22][@ref23][@ref24][@ref25][@ref26]\] Need for perfectionism predicted both symmetry and aggressive dimensions. Association between aggressive dimension and perfectionism is somewhat consistent with studies involving OCD patients with checking which is commonly the result of aggression and harm related obsessions,\[[@ref20][@ref25]\] but not with nonclinical samples.\[[@ref26][@ref27]\]

The reasons for discrepant findings could be culturally determined. It is possible that the association between certain dysfunctional beliefs and symptom dimensions are influenced by cultural factors. For example, typical symptoms of contamination dimension are often the fear of contracting or spreading illness which may understandably lead to exaggerated threat perception and an inflated sense of responsibility. Though systematic data is not available pertaining to types of contamination obsessions that are common in the Indian population, in our clinical experience, fear of contracting and even so spreading illness to others is rather less common. Our patients often report contamination with dust, sticky substances and other such environmental agents rather than infective agents causing perhaps more of disgust than feeling responsible for contracting or spreading illness.

Aggression/harm related obsessions (and checking) have been associated with exaggerated threat perception and an inflated sense of responsibility.\[[@ref22]\] In our study, aggressive dimension was associated with perfectionism again raising the possibility of cultural influences because in Indian samples checking is not typically associated with harm related obsessions, but with pathological doubts.\[[@ref12][@ref32]\] Sexual and religious obsessions have been associated with importance and need to control thoughts,\[[@ref22]\] but in this study, they were associated with an inflated sense of responsibility. People who suffer from sexual and blasphemy related obsessions are often concerned that they may act out on their urges/thoughts; therefore an inflated sense of responsibility to prevent awful consequences is understandable.

That our findings are somewhat different compared to those of previously published studies, point toward potential cross-cultural variations, but other factors may have also played a role. The OBQ measures a set of dysfunctional beliefs which are well supported by empirical research, but it may not be an exhaustive measure of all the cognitive phenomena involved in OCD.\[[@ref22]\] We did not examine other constructs such as disgust sensitivity,\[[@ref33]\] "not just right" experiences\[[@ref34]\] and contamination specific cognitions.\[[@ref35]\]

Our findings have clinical and research implications. From a clinical perspective, it is possible to develop specific treatment strategies to deal with unique core beliefs underlying the individual symptom dimensions rather than having generic cognitive-behavioral strategies. For example, in dealing with symmetry and exactness, focus of treatment may have to be on cognitions related to perfectionism. However, it is yet to be established that targeting specific beliefs system would lead to improved outcomes. From a theoretical perspective, that the symptom dimensions have unique belief domains support the argument that symptom dimensions could be targeted to reduce the heterogeneity in etiological and treatment studies of OCD.\[[@ref1][@ref10][@ref13]\]

Certain limitations of the study have to be considered in interpreting the findings. The sample was drawn from a tertiary care psychiatric hospital with specialized services for OCD. Moreover, sample size is small and included mainly English speaking patients. Therefore, generalizability may be limited. Cross-sectional design of the study precludes drawing inferences on causality. Though the tools used for the present study have been widely used in clinical and research setting, psychometric properties in an Indian population are yet to be established. A study on a much larger representative sample with measurement of belief domains in Indian languages is warranted. Finally, it is also interesting to examine if the belief domains can serve as cognitive endophenotypes just as neuropsychological and neuroanatomical correlates.

CONCLUSION {#sec1-5}
==========

Study findings demonstrate that symptom dimensions may have unique underlying dysfunctional beliefs. However, our findings differed from published literature in that no belief predicted contamination dimension and "over importance" and "need to control thoughts" failed to predict harm/aggression and sexual/religious dimensions. Our findings point toward potential cross-cultural variations that need to be systematically studied in larger samples with the inclusion of additional constructs such as disgust sensitivity, "not just right" experiences and contamination specific cognitions.
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